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Abstract

Surgical site infections (SSIs) are one of the most common complications of Cesarean
section (C-section) procedures. The incidence of SSIs after C-section procedures at Hospital X
has increased in each of the past three years. The Labor and Delivery (L&D) unit at Hospital X
performs approximately 4,500 C-sections each year. Observation of these procedures illustrated
a lack of adhesion to hand hygiene policies and protocols. This quality improvement project
involved informing staff members of the poor hand hygiene compliance rates, and re-educating
them regarding proper hand hygiene behavior using flyers, emails, and addressing them at shift
change. Data collection focused on hand hygiene compliance among staff members involved in
the C-section procedure. Staff members were observed entering and exiting the operating room
to determine if they performed hand hygiene upon entry or exit. Hand hygiene compliance
increased by 8.8% among all staff members. Obstetric (OB) nurse hand hygiene compliance
increased by 28.6%. While overall hand hygiene compliance increased, it was not statistically
significant; however, the increase in OB nurse compliance is statistically significant.
Implementation of educating the OB nurses proved to be successful, and future interventions
were recommended to continue to monitor and improve hand hygiene compliance.

Keywords: hand hygiene, handwashing, infection, surgical site infection, Cesarean, C-section,
compliance
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Section II: Introduction

Introduction
The Labor and Delivery (L&D) unit at in-patient hospitals can be one of the most
celebratory and joyous units in which to work. Healthcare staff working on this unit have the
privilege of aiding the delivery of newborns into the world. They welcome the sons and
daughters of excited mothers and fathers every day. Whether the child is born vaginally, or by
cesarean section (C-section), the healthcare team functions cohesively to ensure the safest care is
being delivered. Members across all disciplines of healthcare are involved to protect the
newborn, and the mother. The C-section method is considered a surgical procedure; while both
vaginal and C-sections carry their own risks, C-sections are accompanied by the additional
surgical procedure risks, including surgical site infections (SSIs).
The procedural incisions of C-sections cut through multiple layers of the body, starting at
the skin, and working down to the uterus. SSIs can occur at the different layers of these incisions.
Surgical site infections are defined as infections that occur at the part of the body where surgery
was performed (Centers for Disease Control, 2010). They can be superficial or they can involve
the deeper organs under the layer of skin. Hospital X has been tracking their SSI rate of their Csections, and has been continuously researching methods to maintain a low rate of SSIs over the
past 3 years.
Reducing the rate of these infections occurring can be attained through multiple methods;
however, this paper focuses on hand hygiene, which is renowned as the single most effective
action that can be taken to prevent the spread of infections (World Health Organization, 2021).
While the ultimate goal is the reduction in SSIs, the main goal of this quality improvement
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project is to increase hand hygiene compliance among healthcare members who participate in Csection procedures on the L&D unit at Hospital X.
Problem Description
Keeping track of infection rates is an extremely useful statistics for hospitals to improve
patient care, particularly keeping track of hospital-acquired infections (nosocomial
infections/HAIs). Studying and observing infection rates and trends allows for analysis to
determine potential causes and solutions. The L&D unit at Hospital X tracks their SSI rates
following C-section procedures in order to continuously evaluate the care being provided and the
outcomes of their patients. In 2019, Hospital X experienced 16 SSIs from C-sections, 18 SSIs in
2020, and 20 SSIs in 2021 (Hospital X, 2022). They performed 1,494 C-sections in 2021,
resulting in an incidence rate of 1.3% of SSIs occurring in C-section patients. While this number
is still below the national benchmark of 3-15%, this significant uptick in SSIs over the past 3
years necessitates careful observation and interpretation to determine potential causes and
solutions (Saeed et al., 2017).
The Infection Prevention & Control (IPC) department at Hospital X recommended three
areas of focus from which to select a topic to assist in reducing the surgical site infection rate.
These operating room (OR) areas were hand hygiene, attire, and traffic. These suggestions
aligned with ideas suggested by the coordinators and supervisors of the quality improvement
project. After discussing with project leaders and other staff members, hand hygiene became the
focus of the project, due to the strong evidence found in the literature review, ease of
implementation and measurability in a restricted time frame.
Hand hygiene data collected by IPC from the past 12 months indicated an 83%
compliance rate on the unit, compared to the target goal of 90% at Hospital X. However, this
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data cannot be used as baseline data due to its inclusion of regular patient rooms, and limited
observational audits (5 audits per unit per week). This difference in data collection necessitated a
period of time for gathering observations specific to this project to establish a baseline. After
establishing a baseline, education would performed, and post-education observations would be
performed in comparison with the baseline. Additionally, due to the short timeline available the
success would be measured by compliance and not reduced SSI rate; reducing the incidence of
SSIs as the ultimate result of this project remains the same.
Literature Review
A literature review was conducted to help determine the potential effectiveness of hand
hygiene on reducing SSI rates and the interventions that were most effective in raising hand
hygiene compliance. The aim of the literature review was to determine the effectiveness and
correlation of these aspects in reducing SSI rates. Several databases were accessed to secure
literature for review including CINAHL, PubMed, and EBSCO Host. The following PICOT
question was used to direct the literature search: Within the L&D unit at Hospital X, how does
reminding healthcare professionals of proper hand hygiene increase hand hygiene compliance
compared to current observed rates within three months, and ultimately reduce the number of Csection related surgical site infections? The keywords used in the literature search included, but
were not limited to, the following: hand hygiene, handwashing, surgical site infections,
infections, compliance, cesarean, C-section, delivery, operating room, scrubbing, and sterile.
After peering through many of the articles that resulted from the search engine, eight articles
were used to guide the project, and to provide insight into implementing this project in the
microsystem.
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Hand hygiene is one of the most elementary lessons when beginning a healthcare career.
It is regarded as one of the most crucial aspects of infection prevention and control, and is
considered “the single most effective action to stop the spread of infection” (WHO, 2021). Hand
hygiene is most effective when performed thoroughly, and at the appropriate times. The World
Health Organization (WHO) has listed these opportunities as the 5 Moments for Hand Hygiene.
They include: “1) before touching a patient; 2) before clean/aseptic procedures; 3) after body
fluid exposure/risk; 4) after touching a patient; 5) after touching a patient surroundings” (WHO,
2021). While this is a fundamental behavior that is taught, it often becomes overlooked. One
study found that when observing hand hygiene “a breakdown in practice occurred…” when
multiple tasks needed to be performed for a patient (Greggory et al., 2019). Although this study
occurred during the observation of contact precaution rooms, it is evident that even when hand
hygiene is more important, it is still a task that can be overlooked. It can also be observed in
other units; “hand hygiene compliance is generally low in ICUs owing to difficulties linked to
specific aspects of critical patient care” (Masson-Roy et al., 2018). Even in ICUs, where patients
are at higher risk for developing complications, and “more than 35% of patients develop sepsis”,
handwashing is not performed as it should be to prevent infection (Masson-Roy et al., 2018).
Hand hygiene compliance is a measure that describes how well staff members are
adhering to proper behaviors. With a constant stream of patients in labor and delivery units, hand
hygiene compliance is “pivotal to preventing infections” (Gon et al., 2020). A systematic review
was conducted focusing on compliance percentage and interventions implemented to improve
compliance. It was interesting that they found the quality of the studies to be generally poor,
being “compromised by poorly described sampling methods and definitions” (Gon et al., 2020).
Understanding why the studies were poor in quality guided project implementation. The paper
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concluded that future studies should have larger sample sizes, evaluate for observer effects,
improving data quality with increased observations, and also clearly defining hand hygiene.
These were some of the aspects the QI team considered with the project, and how similar issues
would be addressed.
Before a change can be implemented to address hand hygiene behaviors, understanding
attitudes and perspectives towards current hand hygiene practices is essential. When patients,
families, and visitors were surveyed, “beliefs about consequences were the main driver for hand
hygiene”; however, observed rates of performing hand hygiene were still low, despite the belief
that it is “important in reducing the transmission of infectious diseases (Lee et al., 2021). Even
among healthcare professionals who are provided training and proper education regarding hand
hygiene, many believe that it is “poorly performed and may contribute to a higher incidence of
surgical site infections” (Ooi et al., 2018). While the implementation is targeted to increase hand
hygiene compliance and inform staff members of the policies and procedures, these articles
provided insight into the creation of engaging educational media that would be most effective.
Understanding perceptions regarding the importance of hand hygiene and other policies need to
be taken into consideration when designing the implementation to best address the population.
One of the studies observed an implementation similar to an educational intervention,
aimed to “identify the knowledge gap, behavioral and attitudinal issues related to hand hygiene”
(Allen et al., 2021). They were able to observe a statistically significant difference between their
pre-intervention and post-intervention surgical infection rates using a 60 minute, online
education training. Other forms of re-education are also effective, as “staff education programs
and refresher courses in aseptic and scrub techniques have been shown to reduce the incidence of
SSI in elective and non-elective cesarean deliveries” (Zuarez-Easton et al., 2016). There are
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other factors included in preventing SSIs; many facilities institute an SSI bundle, which is a
series of measures taken to prevent surgical site infections. This might also include hand hygiene
procedures pertaining to surgical sites. In addition to specific skin preparation and prophylactic
antibiotic administration based on the patient’s case, many places require healthcare staff to
perform “a 3 to 5-minute scrub…with appropriate antiseptic…at the beginning of each shift”
(Witter et al., 2014). Other aspects are utilized in conjunction with hand hygiene, but hand
hygiene is still essential and critical to preventing infection.
Theoretical Framework
The theoretical framework that will be used to guide this project is Spradley’s change
theory. Spradley’s change theory is a derivative of Lewin’s theory of change. Spradley’s change
theory is an eight-step process: 1) recognizing a need for change, 2) diagnosing the problem, 3)
analyzing alternative solutions, 4) selecting the implementation, 5) planning the change, 6)
implementation, 7) evaluation of the change, and 8) stabilizing the change. This theory “provides
for constant evaluation of the change during implementation...” and also “allows for the
investigation of multiple alternatives to the problem” (Stolley, 2005).
The first steps of the theory involve a recognition of the need for change, and diagnosis
of the problem. The clinical nurse leaders (CNLs) at Hospital X were observing an increased rate
of SSIs in their Labor and Delivery department, and recognized the need for change. Upon
recommendation from the Infection Prevention & Control department, they diagnosed a problem
with operating room behaviors. They were specifically concerned about operating room data
pertaining to attire, foot traffic, and hand hygiene compliance rates. After diagnosing these
problems, there were several areas for improvement and ways to create solutions to these
problems.
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The following steps involved analyzing alternative solutions, selecting which changes to
implement, and beginning to plan the change. After observing the issues of implementation
difficulty, intervention timeline, and easy of measuring outcomes, alternative solutions were
considered for each of these issues, and hand hygiene was determined to be the simplest and
most-effective to improve. Auditing staff members, re-educating them, and reminding them
about proper hand hygiene policies was selected implementation. After careful consideration, the
QI team decided to present at staff meetings, change-of-shift, and to distribute e-mails to the
various medical disciplines involved with the care of C-section patients. The change was planned
during the auditing and data collection phase.
The final steps involve implementing the change, evaluating the effectiveness of the
implementation, and stabilizing the change. After planning the education and staff reminders, the
QI team was able to execute the plan and inform the various team members of the project and
remind them of the policies and procedures at Hospital X. After education, 6 more postintervention audits were conducted to observe the effectiveness of the change and if hand
hygiene compliance would increase. While auditing will not be continued by the QI team,
barriers were identified during the project that could guide future projects when implementing
more continuous auditing measures, or potentially lead the development of a hand hygiene
education program that reminds staff of its importance.
Specific Project Aim
The specific aim of this project is to increase hand hygiene compliance by 10% for MDs
and by 5% for RNs providing care for patients undergoing C-sections through re-education of
hand hygiene policies and procedures, with the goal of ultimately reducing the rate of surgical
site infections.

HAND HYGIENE COMPLIANCE

12
Section III: Methods

Microsystem Assessment
The L&D unit at Hospital X has three operating rooms. These operating rooms provide
areas for healthcare workers to assist in the delivery of newborns by C-section. The 3 operating
rooms are accessed from the operating room hallway which has 2 entrances (back and front),
known as the sterile court, where there is a surgical scrub station for staff members that need to
scrub in before performing the C-section. Sanitizing stations are also implemented outside and
inside the operating room, so it can be easily accessed upon entry or exit. The aseptic area of the
sterile court is delineated by a red line, requiring staff to equip themselves with the proper
surgical gear to enter the surgical area. This includes: surgical cap, hospital-laundered scrubs
acquired on the unit that day, shoe covers or booties, and a surgical mask with eye protection.
The staff members on the unit communicated well and worked cohesively to provide
excellent care to their patients. Members from all disciplines communicate well with the patient,
and each other, to ensure the patient is receiving the best care possible. Staff members are not
hesitant to raise concerns, request equipment, or ensure the patient’s safety. They communicate
the needs of the patient, and continuously assure and inform the patient of the progress and their
status.
A SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis was conducted
for this project, and illustrated the potential forces that could aid or hinder this project (Appendix
E). Decreasing the number of surgical site infections and increased hand hygiene compliance are
strengths that could result from the implementation of this intervention. Additionally, these
strengths are accompanied by opportunities of having reduced hospitalization time, a lower rate
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of complications following delivery, and a lower financial cost to the hospital. However, there
are also forces that could impede the implementation.
Staff apathy towards implementation can make it difficult to reach the goal of increasing
compliance; furthermore, the Hawthorne effect – an effect wherein observers change their
behavior due to their awareness of being observed – can affect the validity of the audits. A
limited time frame also affected the ability to gather a larger sample size. Threats to the project
such as holding colleagues accountable and the presence of other priorities on the unit also make
it difficult to achieve the goal. A prominent threat to this implementation is the physician
pushback, particularly regarding their apathy towards OR attire policies and limited training to
providers. Nursing staff are also resistant to adhere to the hand hygiene policies regarding
removing jewelry, and performing the appropriate three minute scrub before their shift. Although
the weaknesses and threats can seem extremely impactful, the strengths and opportunities are
sufficiently impactful as well.
A Gantt chart – a bar chart illustrating a project timetable – was utilized for this project to
guide the timeline for this implementation (Appendix C). The timeline was adjusted and altered
as barriers were encountered and issues arose to fit the deadlines for this project. There was
significant overlap between the Plan, Do, and Study phases, depending on the stage of
implementation. The most critical steps of conducting research and scheduling with staff
members occurred in weeks 1-4. The pre-implementation audits occurred in weeks 4-7. Staff
members were educated during weeks 9 and 10. Post-implementation observations occurred
during in weeks 11-13. After the final round of observations, the data was compiled, analyzed,
and presented.
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Cost-Benefit Analysis
The main cost of this implementation is the cost of the time spent presenting to staff
during staff and committee meetings. Staff members are compensated for their time spent
attending meetings; spending time educating staff and presenting to staff during those meetings
is the most significant cost. The estimated cost for education and presenting during meetings is
about $3,720 (Appendix F). The materials necessary to create flyers to post on the unit was a
relatively low cost, approximately $100. The total cost of the quality improvement project
implementation is approximately $3,820.
Hospital X had a total of 20 surgical site infections in 2021. The estimated cost of an SSI
is about $45,000; SSIs cost hospital X $900,000 during that time period (Hospital X, 2021). If
SSIs are completely eliminated, hospital X could save $900,000. Attaining complete elimination
of SSIs is extremely difficult due to other various factors that could be causing SSIs. If one SSI
is prevented as a result of this implementation, the hospital saves $41,180. For each subsequent
SSI prevented, the hospital would save an additional $45,000. Other benefits of preventing SSIs
include reduced readmissions, reduced supplies and cost of staff time, and improved patient
satisfaction. Additionally, mothers will have a more positive birth/surgical experience, and will
have uninterrupted bonding time with their newborn postpartum.
Intervention
The intervention was presenting and educating staff about the proper hand hygiene
behaviors in accordance with the policies at Hospital X since 2004. Presentations were
demonstrated at staff meetings and committee meetings regarding the findings of increased SSI
rates within the past fiscal year, as well as reminding staff about proper hand hygiene behaviors,
particularly in the operating room on the L&D unit at the hospital. The QI team presented to
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more than 120 OB nurses over the course of two weeks, and informed OB and pediatric
physicians, as well as the anesthesiology team by email. The education included, but was not
limited to: the appropriate instances of hand hygiene, why hand hygiene is important, and how
hand hygiene can lead to devastating infections post-procedure that could negatively impact the
mother’s recovery process.
In addition to presenting at staff meetings, hand hygiene flyers were created and posted in
several areas around the unit. One of the flyers contained general hand hygiene information
(Appendix J), while the second flyer contained more specific hand hygiene information related to
the operating room (Appendix K). In conjunction with these flyers being printed and posted
around the unit, two weeks were spent educating and informing staff at change of shift. A twominute informational speech about the pre-intervention findings, the purpose of the project, and
the recommendation moving forward was given at shift change (Appendix L). A total of nine
change-of-shift education session were conducted; attention was also drawn to the flyers at each
shift change education session. Staff were also asked to fill out a survey (Appendix H and
Appendix I), to determine their understanding and attitude toward the hand hygiene policies.
Study of the Intervention
In order to evaluate the effectiveness of the intervention, compliance rates needed to be
collected both before and after the intervention was implemented. Auditing was performed in the
same manner both before and after the intervention. One person was stationed outside the
operating room (OR) and one person was stationed inside the OR concurrently in order to
observe all instances of hand hygiene. The auditors observed staff members entering and exiting
the OR, and noted if proper hand hygiene was performed upon entering or exiting the room.
Before implementation, six C-sections were observed during the day shift to determine hand
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hygiene compliance rates. During implementation, a survey was promoted to staff members to
complete, in order to understand hand hygiene attitudes and perspective, as well as provide any
feedback regarding implementation.
After implementation, six C-sections were observed during the day shift to determine
hand hygiene compliance rates. The observation sessions were kept as similar as possible in
order to limit any external factors affecting the data collection. After observation, the data was
compiled and analyzed to determine the hand hygiene compliance for all individuals observed,
and separated by role. A one-tail, two-sample of unequal variance t-test was performed to
determine if the hand hygiene compliance was statistically significant.
Section IV: Results
In the pre-intervention auditing period, 113 staff members were observed over 6 Csections; the average hand hygiene compliance was 57 %. Hand hygiene compliance upon
entering was 67%, while compliance on exiting was 47%. Pediatric nurses had the best hand
hygiene behavior with a 71% compliance rate, while the anesthesia team had the worst with a
54% compliance rate. In the post-intervention auditing period, 120 staff members were observed
over six C-sections; the average hand hygiene compliance was 66%. Average compliance upon
entering was 70.8% and average compliance upon exiting was 61%. Obstetric (OB) nurses had
the highest compliance at 87%, while OB physicians had the lowest compliance at 49%. Average
hand hygiene compliance increased by nearly 9%.
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Section V: Discussion

Summary
After reviewing and analyzing the data, the QI team determined that the implementation
of the project was able to increase hand hygiene compliance among staff members overall.
However, when evaluating the effectiveness by role, compliance by physicians slightly
decreased; compliance by OB nurses and pediatric nurses increased to 87% and 85%
respectively. With the re-education and reinforcement of appropriate hand hygiene policies and
procedures, the quality improvement project was effective in raising hand hygiene compliance. A
one-tail t-test of unequal variance was used to determine the statistical significance of the
findings. A p-value of less than 0.05 (p<0.05) is considered statistically significant. When
considering the observation of all staff members, a p-value of 0.055 was calculated, indicating
that the 9% increase in compliance is not statistically significant.
When evaluating the effectiveness of the project implementation, it’s important to
consider the types of interventions that occurred. The education and interaction with the OB
nurses was significantly higher than interaction with any other group of healthcare team
members. While the physicians, pediatric nurses, and anesthesiology team only received e-mails
regarding the project and education, there was much more engaging education with OB nurses.
They received a total of 9 change of shift education speeches, and were also receiving the
information at staff meetings directly from the students. OB nurse hand hygiene compliance
increased from 58% to 87% (nearly 30% increase), with a p-value of 0.015. This increase in
observed compliance is statistically significant. This can be attributed to the increased exposure
to the materials that the nurses received. It may also be attributed to their increased awareness of
the project, and the Hawthorne effect during auditing.
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The Hawthorne effect is a sociological principle that states individuals will alter or
modify their behavior due to their awareness of being observed. Concerning the implementation,
staff members are aware of the project and auditing process. When they see auditors inside the
operating room (OR), or in the sterile court, they may be reminded to sanitize because they are
aware they are being observed. One possible solution that can be used to combat the Hawthorne
effect is to utilize a micro-camera similar to the one used in the paper by Ooi et al. in 2018,
which costs ~$30. In the study by Ooi et al. in 2018, surgeons were notified that a camera was
being utilized, but were not informed when recording would be taking place. This could be
utilized in Hospital X to increase hand hygiene compliance, and also reduce the Hawthorne
effect, leading to more representative data. Utilizing one camera at each OR entrance, and one
camera at the scrub sink would be a total of four cameras, leading to an estimated increased cost
of ~$120 for implementation.
The main barriers that were encountered with implementing this project were the limited
time frame, the difficulty in reaching several other disciplines, and occasional difficulty
determining people’s roles. Ideally, more C-sections would be observed, in addition to observing
night-shift C-sections to gather a more comprehensive data set. Unfortunately, due to the limited
timeline of the project being due in early May, only six C-sections were observed both before
and after the intervention. When attempting to educate staff members, the OB nursing team was
the easiest to educate and interact with. When attempting to educate OB physicians, pediatric
physicians, and the anesthesiology team, e-mails regarding the project and recommendations
were the limit of the interaction. Pediatric nurses were also limited to e-mails; however, there
was a staff member from OB that was able to attend a pediatric staff meeting and encourage
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increased hand hygiene, so the project was able to achieve increased exposure with those
healthcare members.
Lastly, it was sometimes difficult to identify people’s roles. When entering the operating
room, the outside auditor is only able to take a quick glance at the ID badge while the staff
member is passing by. The inside auditor is careful not to impede or distract the healthcare
members from performing their duties, so they maintain a professional distance to ensure best
care is still being provided. Additionally, many of the staff members were wearing gowns, which
covered their badges. These barriers made it difficult to efficiently implement and evaluate the
project, but these difficulties were adapted to and overcome by communicating and asking staff
members about their role, as well as verifying names and roles using the EPIC electronic health
record system.
Moving forward, utilizing a camera like the implementation in Ooi et al., 2018 would
allow for ongoing monitoring and reduce the influence of the Hawthorne effect. It is a relatively
cheap cost of implementation in comparison to the financial burden of a surgical site infection.
Additionally, investigating the physician onboarding modules and ensuring hand hygiene is
emphasized during their onboarding might increase hand hygiene compliance. Short, monthly inservice trainings and reminders regarding the hospital’s policies and procedures, as well as the
opportunities for hand hygiene could lead to increased compliance.
Conclusion
Hand hygiene is an important part in preventing the spread of infection. Lack of proper
adherence to hand hygiene behavior can lead to surgical site infections, impaired recovery for
patients, and increased cost to hospitals. After re-educating staff members about the importance
of hand hygiene, a 9% overall increase in hand hygiene compliance was observed. While
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auditing is important, it might be more efficient to investigate alternatives to in-person auditing
that would be more efficient. This would allow a more comprehensive auditing process, and can
lead to a study that spans a longer period of time. Understanding the correlation between hand
hygiene compliance and surgical site infection rate will help drive resources into other quality
improvement projects to continuously investigate the best patient outcomes.
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Section VII: Appendices
Appendix A: IRB Non-Research Determination Form
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *
Instructions: Answer YES or NO to each of the following statements:
Project Title: OR Best Practices to Increase Hand Hygiene Compliance to
Ultimately Decrease C-Section SSIs

YES

The aim of the project is to improve the process or delivery of care with
established/ accepted standards, or to implement evidence-based change. There is
no intention of using the data for research purposes.

X

The specific aim is to improve performance on a specific service or program and is
a part of usual care. ALL participants will receive standard of care.

X

The project is NOT designed to follow a research design, e.g., hypothesis testing or X
group comparison, randomization, control groups, prospective comparison groups,
cross-sectional, case control). The project does NOT follow a protocol that
overrides clinical decision-making.
The project involves implementation of established and tested quality standards
X
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT develop
paradigms or untested methods or new untested standards.
The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and experience.

X

The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.

X

The project has NO funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.

X

The agency or clinical practice unit agrees that this is a project that will be
X
implemented to improve the process or delivery of care, i.e., not a personal research
project that is dependent upon the voluntary participation of colleagues, students
and/ or patients.

NO
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If there is an intent to, or possibility of publishing your work, you and supervising
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “This project was undertaken as an Evidencebased change of practice project at X hospital or agency and as such was not
formally supervised by the Institutional Review Board.”

X

ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an
Evidence-based activity that does NOT meet the definition of research. IRB review is not
required. Keep a copy of this checklist in your files. If the answer to ANY of these questions
is NO, you must submit for IRB approval.
*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human
Research Committee, Partners Health System, Boston, MA.
STUDENT NAME (Please print):

_____Christopher Natividad_____
Signature of Student:

_____________________________

_____DATE__5/14/2022__

SUPERVISING FACULTY MEMBER NAME (Please print):

______Lisa Brozda, RN, MSN, CNS________
Signature of Supervising Faculty Member

DATE___5/14/2022_
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Appendix B: Statement of Determination
Statement of Determination
The labor and delivery unit at Hospital X has experienced an increased number of surgical site
infections (SSIs) among patients who underwent C-section deliveries. Hand hygiene compliance
within the labor and delivery unit has not reached Hospital X target goals based on previous IPC
auditing data. The aim is to increase hand hygiene compliance among healthcare professionals
caring for the patient undergoing a C-section. The process begins with observations and audits of
healthcare workers’ hand hygiene behaviors, and ends with observing hand hygiene behaviors
after educating and reminding staff of proper hand hygiene. By working on the process, hand
hygiene compliance is expected increase by 10% among MDs and by 5% among nurses by the
end of May, and ultimately, the rate of surgical site infections should decrease. It is important to
work on this now because the number of infections is increasing, and it impairs patient recovery,
bonding with newborns, and hospital costs.
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Appendix C: Gantt Chart
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Appendix E: SWOT Analysis
Strengths

Weaknesses

•

Decreased number of SSIs

•

Staff apathy

•

Improved hand hygiene compliance

•

Lack of acknowledgement of poor hand

•

Staff properly educated about
importance of hand hygiene

•

hygiene
•

hygiene to staff

Staff knows when to do proper hand
hygiene

Opportunities

Ability to spread importance of hand

•

Hawthorne effect during audits

Threats

•

Reduced hospitalization time

•

Not holding colleagues accountable

•

Improved mother-newborn bonding

•

Presence of other priorities on the unit

•

Reduced financial cost of caring for

•

Unit environment can affect adherence

patient’
•

Lower rate of complications
following delivery

•

Higher patient satisfaction

(higher OR compliance other units)
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Appendix F: Cost-Benefit Analysis (CBA)
Intervention

Cost

Materials (posters, paper, etc.)

$100

Staff Presentation

$2,790

Committee Presentation

$930

Total

$3,820

Outcome

Savings

Surgical Site Infection Cost

$45,000

First SSI Prevented

$41,180

Each Subsequent SSI Prevented

$45,000

~$93/hour
15 minute presentation (staff meeting ~120 people)
15 minute presentation (committee ~40 people)
Calculation: (15 minutes) x

x

$

x 160 people = $3,720
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Appendix L: Education Speech
We are USF CNL Students in our last semester of our Master of Nursing program. We
have been working with staff on a QI improvement project for the past two months. It was found
that 16 SSIs occurred from July to November 2021, which is an increase from the past 4 fiscal
years. Based on IPC’s recommendations to reduce SSI rates, we have chosen to focus on hand
hygiene compliance on the L&D unit.
Our audits have found 57% hand hygiene compliance, compared to Hospital X’s target
goal of 90%. We are focusing only on the OR, with one person stationed inside the OR and one
outside to catch ALL instances of hand hygiene.
This is different from IPC’s auditing process as they only perform a minimum of 5 hand
hygiene audits per unit per week. Additionally, IPC does not separate OR data from patient room
data, and is not permitted to enter the OR rooms. Lastly, IPC has not performed audits since
December due to COVID-19 rates.
Moving forward our recommendations for improved hand hygiene compliance would be
to use hand sanitizer upon entering and exiting the OR regardless if patient contact is anticipated.
The entire OR room is considered a patient zone, which requires hand hygiene to be performed
per WHO’s 5 Moments. This is the main change we can make to improve hand hygiene
compliance based on our auditing observations.
The Joint Commission requires hand hygiene metrics for quality evaluation. Proper hand
hygiene during surgeries is vital in preventing SSIs. So please everyone do your part to save
lives and sanitize.
Please let us know if you have any questions regarding the hand hygiene policy or
auditing process. We will be available on the unit for a little while!
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Appendix N: Pre-Education Auditing Results

Role

Average Entering
Compliance

Average Exiting
Compliance

Total Average
Compliance

OB MD

66.7%

41.5%

54.2%

All Other MD

60.0%

57.1%

58.6%

OB Nurse

72.5%

43.2%

58.4%

All Other
Nurses

64.3%

75.0%

69.2%

Anesthesia

62.3%

46.5%

53.8%

OB Tech

64.5%

44.8%

55.0%

Other

77.8%

50.0%

63.2%

Peds MD

66.7%

63.6%

65.2%

Peds Nurse

69.2%

72.7%

70.8%

Total AVG

66.5%

47.3%

56.9%
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Appendix O: Post-Education Auditing Results

Role

Average Entering
Compliance

Average Exiting
Compliance

Total Average
Compliance

OB MD

60.5%

38.5%

49.4%

Peds MD

71.4%

35.7%

53.6%

Anesthesia

68.4%

63.1%

65.6%

OB RN

86.5%

87.5%

87.0%

Peds RN

85.7%

84.2%

85.0%

OB Tech

58.1%

54.6%

56.3%

Other

71.4%

46.2%

59.3%

Overall

70.8%

61.0%

65.8%
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Appendix P: Results Summary
Role

Compliance (Pre-Intervention) Compliance (Post-Intervention)

Difference

OB MD

54.2%

49.4%

-4.8%

Peds MD

58.6%

53.6%

-5.0%

Anesthesia

53.8%

65.6%

+11.8%

OB RN

58.4%

87.0%

+28.6%

Peds RN

69.2%

85.0%

+15.8%

OB Tech

55.0%

56.3%

+1.3%

Other

63.2%

59.3%

-3.9%

Overall

56.9%

65.7%

8.8%

